A colonoscopia é um exame muito utilizado nos dias atuais para diagnóstico, tratamento e controle de doenças intestinais. A perfuração intestinal, embora rara, é a mais temida complicação deste exame. A correção da perfuração pode ser feita através do uso de clipes posicionados por via endoscó-pica. O objetivo deste relato de caso foi alertar os especialistas para a ocorrência e o tratamento de síndrome de compartimento abdominal durante pinçamento endoscópio de perfuração intestinal secundário à colonoscopia.
INTRODUÇÃO
A colonoscopia flexível é um exame amplamente utilizado nos dias atuais para diagnóstico, tratamento e controle de doenças intestinais, principalmente neoplasias 1 . Para conforto do paciente, este exame é feito sob sedação, realizada por médico anestesiologista. É um procedimento relativamente seguro, the perforation endoscopically. After approximately 20 minutes the patient developed pain, abdominal distension, cyanosis, and hypoperfusion of the lower limbs which were followed by sweating, tachycardia (120 bpm), arterial hypotension (70 x 50 mmHg), and moderate dyspnea and reduction in O 2 saturation (90%). Emergency abdominal puncture was performed, introducing two 14G catheters on the right abdominal flank. The patient showed partial improvement with increase in blood pressure (110 x 70 mmHg) and recovered respiratory pattern, and she was transferred to the hospital for an urgent laparotomy. On abdominal exploration, a perforation of the sigmoid colon that was repaired and abdominal adhesions were observed. The postoperative period was unremarkable and the patient was discharged from the hospital after two days.
DISCUSSION
Although rare, iatrogenic abdominal perforation during colonoscopy is seen in approximately 0.9/1,000 procedures, ranging from 0.14 to 0.65%, for diagnostic exams, and 0.15 to 3%, for therapeutic exams 1, 2 . Perforations are triggered by mixed mechanisms, including trauma, and mechanical, pneumatic, and therapeutic factors 3, 4 . Inflammatory disease, diverticulum, history of pelvic radiotherapy, prior abdominal surgery 3 , advanced age, male gender, and polypectomy or endoscopy performed by a physician with little experience 5 are some of the risk factors for perforations described in the literature. The sigmoid and cecum are affected more oftenly 4, 6 . Abdominal pain and distension are the symptoms mostly seen 4 .
Intestinal perforation might not be associated with immediate clinical repercussions; however, the presence of large amounts of air in the peritoneal cavity can lead to fast and progressive increase in intra-abdominal pressure characterizing hypertensive pneumoperitoneum 6 . Abdominal compartment syndrome is used to describe clinical situations with abdominal distension, increased in abdominal pressure, inadequate ventilation, and renal dysfunction 7 . Although iatrogenic insufflation of the peritoneal cavity is not the main event in those situations, it can result in a clinical condition similar to that of ACS, and it has been described as such 8 . Besides respiratory changes, hypertensive pneumoperitoneum and ACS result in severe hemodynamic repercussions, such as decreased venous return, systolic volume, cardiac output, increased systemic vascular resistance, and increased intrathoracic pressure 9 . The air can also invade other cavities causing pneumoretroperitoneum, pneumomediastinum, pneumothorax, and subcutaneous emphysema in the face, neck, and thorax 3, 10 .
A similar case to the one presented here, with severe hemodynamic repercussion, low cardiac output, and pulseless electrical activity was described in the postoperative period of an intestinal surgery Here we report a case of ACS with respiratory distress and cardiovascular instability during endoscopic clamping of an intestinal perforation secondary to colonoscopy.
CASE REPORT
This is a 60 years old female patient weighing 59 kg, physical status ASA II, with hypothyroidism and depression, treated with levothyroxine and clonazepam. She had a history of two laparotomies, the first for appendicitis with peritonitis and the second for intra-abdominal adherences. She underwent elective diagnostic colonoscopy under sedation in a specialized clinic. Monitoring consisted of electrocardiograph, pulse oximeter, and non-invasive blood pressure. The patient was sedated with 100 μg of fentanyl and 380 mg of propofol administered as a bolus. She maintained spontaneous respiration with oxygen (3 L.min ABDOMINAL COMPARTMENT SYNDROME DURING ENDOSCOPIC CLAMPING OF AN INTESTINAL PERFORATION SECONDARY TO COLONOSCOPY tinal adhesions and two surgeries. As mentioned before, prior abdominal surgery is a risk factor for intestinal perforation, which can result in the escape of air into the abdominal cavity and hypertensive pneumoperitoneum 6 . The endoscopic clamping of the perforation probably contributed for the development of pneumoperitoneum and its deleterious consequences since insufflation of air should be maintained during clamping 11 . Although recent studies suggest that endoscopic clamping of the perforation is a good therapeutic decision 2, 12 , its technique and indications should be defined within rigid criteria 2, 11 . Abdominal compartment syndrome due to iatrogenic intestinal perforation evolving with respiratory distress and cardiovascular instability is a medical emergency and requires immediate measures. Treatment consists on abdominal decompression, and hemodynamic and respiratory support 8 . The procedure should be interrupted immediately and abdominal puncture with a large bore catheter should be performed. Depending on the severity of the case, tracheal intubation, volume infusion, and inotropic support might be necessary. In the case presented here, the patient showed immediate improvement after abdominal decompression and an immediate tracheal intubation or the use of amines were not necessary, but clinical vigilance and monitoring were maintained until laparotomy. 
